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1
SYSTEMS AND METHODS FOR
CUSTOMIZING ADJUSTABLE
INTRAOCULAR LENSES

CROSS-REFERENCE TO RELATED
APPLICATIONS

This application claims priority to and the benefit of, and
incorporates herein by reference in its entirety, U.S. Provi-
sional Patent Application No. 61/716,152, which was filed
on Oct. 19, 2012.

FIELD OF THE INVENTION

In various embodiments, the present invention relates
generally to implantable intraocular lenses and, more spe-
cifically, to methods and systems for customizing implant-
able intraocular lenses for individual recipients.

BACKGROUND

The crystalline lens of the human eye refracts and focuses
light onto the retina. Normally the lens is clear, but it can
become opaque (i.e., when developing a cataract) due to
aging, trauma, inflammation, metabolic or nutritional disor-
ders, or radiation. While some lens opacities are small and
require no treatment, others may be large enough to block
significant fractions of light and obstruct vision.

Conventionally, cataract treatment involves surgically
removing the opaque lens matrix from the lens capsule
using, for example, phacoemulsification and/or a femtosec-
ond laser through a small incision in the periphery of the
patient’s cornea. An artificial intraocular lens (IOL) can then
be implanted in a lens capsule bag (the so-called “in-the-bag
implantation”) to replace the crystalline lens. Generally,
IOLs are made of a foldable material, such as silicone or
acrylics, for minimizing the incision size and required
stitches and, as a result, the patient’s recovery time. The
most commonly used IOLs are single-element lenses (or
monofocal I0Ls, non-accommodating IOLs, non-focusing
10Ls) that provide a single focal distance for distance vision.
Typically, distance vision requires limited contraction of
ciliary muscles in the eye (i.e., Emmetropia); thus monofo-
cal IOL designs are relatively simple. For example, to
choose an appropriate geometry for a monofocal lens having
a desired focusing power, limiting factors of the eye’s
anatomy, such as the axial eye length and the power of the
cornea, are taken into consideration. However, because the
focal distance is not adjustable following implantation of the
monofocal IOL, patients implanted with monofocal 10Ls
can no longer focus on objects at a close distance (e.g., less
than twenty-five centimeters); this results in poor visual
acuity at close distances.

Recently, accommodating intraocular lenses (AIOLs)
have been developed to provide adjustable focal distances
(or accommodations) relying on the natural focusing ability
of the eye. Because an AIOL works closely in coordination
with the eye tissue, the focusing power thereof is sensitive
to the geometric properties of the eye tissue. For example,
ciliary muscles of the eye may contract, causing a change in
the diameter and/or the shape of the lens capsule accom-
modating the AIOL; this results in an adjustment of the focal
distance. Additionally, the shorter the focal distance of the
AIOL, the more sensitive the AIOL will be to a change in
geometry of the eye tissue. Because the anatomic geometry
of the human eye may change with age and behavior, and
geometric variances exist among people, it remains chal-
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lenging to determine an appropriate geometry of the AIOL
for each specific patient to satisfy her unique needs.

Consequently, there is a need for methods and systems for
determining an AIOL geometry that can provide a high
degree of accommodation and desired focusing power for a
given individual.

SUMMARY

In various embodiments, the present invention relates to
systems and methods for determining the geometry of an
AIOL for providing a desired focusing power and accom-
modation level customized to the patient. In one implemen-
tation, the anatomic geometry specific to the patient’s eye is
measured using any of various techniques. In addition, some
patient-specific geometric properties of the ocular tissue
may be estimated based on, for example, characteristics of
the patient, statistical data, and/or one or more statistical
models. The optimal configuration of the AIOL may be
predicted/estimated based on directly measured properties
(i.e., the patient’s ocular geometry and the amount of optical
correction needed for normal vision) and indirectly obtained
and/or estimated properties (e.g., based on statistics). The
geometry and optical properties of the AIOL can then be
calculated based on the optimized accommodation power
and the necessary level of vision correction.

In particular, characteristics of the lens may be optimized
based on the patient’s accommodative capabilities, which
are estimated based on direct and indirect factors as expa-
lined above. For example, the lens curvature, fill level and
the refractive properties of the fill medium can be varied,
while still providing proper far-field correction, to maximize
the focusing range of the AIOL that the patient will expe-
rience given his accommodative capabilities. The more
robust those accommodative capabilities, the less it will be
necessary to vary the lens properties. Finally, the in situ
optical performance of the lens can be predicted using a
conventional mathematical lens model. As a result, the
AIOL is optimized for a patient’s most probable accommo-
dation capabilities while providing sufficient optical correc-
tion for long-distance vision.

Thus, for example, an initial baseline level of lens cur-
vature (the base power) may be established in a conventional
fashion to achieve correction of the patient’s far-field vision.
Depending on the patient’s accommodative capacity, the
lens power may be varied. For example, suppose it is
estimated that a patient has two diopters of accommodation.
The lens power of the lens may then be increased by two
diopters, resulting in two diopters of additional lens power
that translate into additional distance of focusing capability.

The optimized lens characteristics may be used to manu-
facture a customized lens or, more commonly in a clinical
setting, to select an optimal lens from a set of variously sized
lenses. The geometry and optical properties of the selected
AIOL, may be altered by adjusting the volume and/or optical
properties of the fluid medium contained therein. Because
patient-specific geometries are evaluated and considered
prior to or during AIOL implantation, the current invention
provides an AIOL with the appropriate focusing power and
optimized accommodation properties for a given patient.

The term “indirectly obtained” means obtained in a man-
ner other than direct measurement, e.g., based on statistics,
correlations or averages. The terms “accommodation,”
“accommodation power,” and “accommodative amplitude”
herein refer both to the eye’s ability to adjust its optical
power to focus on an object at various distances, and to the
capacity of a lens in accordance herewith to change its
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optical properties in response to the eye’s accommodation
mechanism; these terms are used interchangeably. In addi-
tion, the terms “optical power,” “focusing power,” “lens
power,” and “refractive power” are also used herein inter-
changeably.

Accordingly, in one aspect, the invention pertains to a
method for customizing an intraocular lens geometry and
power to provide both distance and near vision correction
for a patient. In various embodiments, the method includes
determining a baseline amount of far-field focal correction
for the patient; measuring one or more accommodation-
related parameters for the patient; estimating one or more
accommodation-related parameters for the patient based at
least in part on statistical data; predicting an accommodative
amplitude based on the measured and estimated accommo-
dation-related parameters; and determining the intraocular
lens geometry and power based at least in part on the
baseline correction and the predicted accommodative ampli-
tude. In one embodiment, the method further includes
choosing an optimal lens from among multiple differently
sized lenses based on the determined geometry and power.
In another embodiment, the method includes manufacturing
an intraocular lens based on the determined geometry.

The measured accommodation-related parameter(s) may
be one or more of corneal topography, corneal keratometry,
corneal aberration, axial eye length, anatomic geometry of
the natural lens and or lens capsule including lens or lens
capsule volume, diameter, thickness, or curvature, geometry
of ciliary muscles in a relaxed and contracted position, or the
position of the lens and lens capsule relative to the eye. The
estimated accommodation-related parameter(s) may include
a demographic characteristic, a behavioral characteristic,
and/or a medical history. In one implementation, the
intraocular lens geometry and power is further determined
based on a mathematical model.

In various embodiments, the method includes adjusting
the volume and/or the optical property of the fluid contained
in the intraocular lens for maximizing the working focal
range of the lens. In some embodiments, the method
includes the steps of predicting an accommodated lens
power; and selecting a base power of the intraocular lens
based at least in part on the difference between the predicted
accommodated lens power and the predicted accommoda-
tive amplitude. Additionally, the base power and the accom-
modative amplitude may be set to ensure that the intraocular
lens encompasses both distance vision and near vision.

In some embodiments, the method further includes esti-
mating (i) the force applied to the intraocular lens by a lens
capsule based on the measured and estimated accommoda-
tion-related parameters, (ii) the pressure inside the intraocu-
lar lens, and (iii) one or more parameters relating to a shell
of the intraocular lens; and predicting the accommodative
amplitude based at least in part on the estimated force,
pressure, and/or parameter(s) relating to the shell. Addition-
ally, the accommodative amplitude may be further deter-
mined based on a mathematical model.

In another aspect, the invention relates to a system for
customizing an intraocular lens geometry and power to
provide both distance and near vision correction for a
patient. In various embodiments, the system includes a
measuring system for (a) determining a baseline amount of
far-field focal correction for the patient and (b) measuring
one or more accommodation-related parameters for the
patient; a memory for storing a database having accommo-
dation-related statistical data; and a processor in operative
communication with the measuring system and the memory.
In some embodiments, the processor is configured to esti-
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mate one or more accommodation-related parameters for the
patient based at least in part on statistical data; predict an
accommodative amplitude based on the measured and esti-
mated accommodation-related parameters; and determine
the intraocular lens geometry and power based at least in
part on the baseline correction and the predicted accommo-
dative amplitude. In one implementation, the processor is
further configured to choose an optimal lens from among
multiple differently sized lenses based on the determined
geometry and power. In another implementation, the pro-
cessor is configured to communicate with a manufacturing
system for manufacturing the intraocular lens based on the
determined geometry and power. Additionally, the processor
may be configured to determine the intraocular lens geom-
etry and power based on a mathematical model.

The measuring system may include a keratometer, a
wavefront aberrometer, an IOL. Master, a corneal topogra-
pher, ultrasound or optical coherence tomography, a Sche-
impflug camera, a magnetic resonance imaging device, a
computed tomography device and/or an intraoperative aber-
rometer. The measuring system may measure one or more of
corneal topography, corneal keratometry, corneal aberration,
axial eye length, anatomic geometry of the natural lens and
or lens capsule including lens or lens capsule volume,
diameter, thickness, or curvature, geometry of ciliary
muscles in a relaxed and contracted position, and the posi-
tion of the lens or lens capsule relative to the eye. In
addition, the database may store statistical data on a demo-
graphic characteristic, a behavioral characteristic and/or a
medical history.

In various embodiments, the processor is configured to
compute an adjustment to the volume and/or the optical
property of the fluid contained in the intraocular lens for
optimizing distance and near vision correction. In some
embodiments, the processor is further configured to predict
an accommodated lens power and predict a base power of
the intraocular lens based at least in part on the difference
between the predicted accommodated lens power and the
predicted accommodative amplitude. Additionally, the pro-
cessor may be further configured to set the base power and
the accommodative amplitude to ensure that the intraocular
lens encompasses both distance vision and near vision.

The processor may be configured to estimate (i) a force
applied to the intraocular lens by a lens capsule based on the
measured and estimated accommodation-related parameters,
(ii) the pressure inside the intraocular lens, and (iii) one or
more parameters relating to a shell of the intraocular lens;
and predict the accommodative amplitude based at least in
part on the estimated force, pressure, and/or parameter(s)
relating to the shell. Additionally, the processor may be
configured to determine the accommodative amplitude
based on a mathematical model.

Reference throughout this specification to “one example,”
“an example,” “one embodiment,” or “an embodiment”
means that a particular feature, structure, or characteristic
described in connection with the example is included in at
least one example of the present technology. Thus, the
occurrences of the phrases “in one example,” “in an
example,” “one embodiment,” or “an embodiment” in vari-
ous places throughout this specification are not necessarily
all referring to the same example. Furthermore, the particu-
lar features, routines, steps, or characteristics may be com-
bined in any suitable manner in one or more examples of the
technology. The terms “substantially” and “approximately”
meanx=10% and, in some embodiments, within +5%. The
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headings provided herein are for convenience only and are
not intended to limit or interpret the scope or meaning of the
claimed technology.

BRIEF DESCRIPTION OF THE DRAWINGS

In the drawings, like reference characters generally refer
to the same parts throughout the different views. Also, the
drawings are not necessarily to scale, with an emphasis
instead generally being placed upon illustrating the prin-
ciples of the invention. In the following description, various
embodiments of the present invention are described with
reference to the following drawings, in which:

FIGS. 1A and 1B depict sectional side views, respectively,
of a human eye and an AIOL in accordance with an
embodiment of the invention;

FIGS. 1C and 1D depict an eye in an accommodated state
and an unaccommodated state, respectively;

FIGS. 2A and 2B depict an eye having a capsulotomy and
a peripheral capsulotomy, respectively;

FIG. 2C illustrates an AIOL being inserted into the eye in
accordance with an embodiment of the invention;

FIG. 3 depicts an AIOL having adjustable focus lengths in
accordance with an embodiment of the invention;

FIG. 4 depicts a mathematical model with finite element
analysis for predicting AIOL performance in accordance
with an embodiment of the invention;

FIG. 5 illustrates the relationship between lens power and
refractive index of the filling fluid for a particular AIOL in
accordance with an embodiment of the invention;

FIGS. 6A-6D depict relationships between the spatial
dimensions of a lens and a volume of filling fluid for various
AlIOLs in accordance with various embodiments of the
invention;

FIG. 6E depicts the relationship between optical power
and volume of filling fluid for various AIOLs in accordance
with various embodiments of the invention;

FIG. 7A depicts the relationship between lens pressure
and volume of filling fluid for various AIOLs in accordance
with various embodiments of the invention;

FIG. 7B depicts a relationship between lens pressure and
accommodation amplitude of AIOLs in accordance with
various embodiments of the invention;

FIG. 7C depicts a relationship between accommodation
amplitude and volume of filling fluid for various AIOLs in
accordance with various embodiments of the invention;

FIG. 8 depicts a method for determining an intraocular
lens geometry and power in accordance with embodiments
of the current invention; and

FIG. 9 depicts a system for determining an intraocular
lens geometry and power in accordance with embodiments
of the current invention.

DETAILED DESCRIPTION

Refer first to FIGS. 1A 1D, which illustrate a structure and
operation of a human eye 100. The eye 100 has a lens
capsule 102 with a crystalline lens 104 that focuses light
onto the retina 106; the lens capsule 102 is joined by
ligament fibers (or zonules) 108 around its circumference to
ciliary muscles 110, which are further attached to the inner
surface of the eye 100. Contractions of the ciliary muscles
110 release tension on the lens capsule 102, thereby causing
the lens 104 to bulge outward and reduce its radius of
curvature (FIG. 1C). Consequently, the optical power of the
lens 104 increases; this is an accommodated state suitable
for short-distance vision. Similarly, referring to FIG. 1D,
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when the ciliary muscles 110 relax, the lens 104 is pulled
into a flattened form by the lens capsule and zonules. The
flattened lens 104 provides the base focusing power for
long-distance vision.

Referring to FIGS. 2A and 2B, during cataract surgery,
lens 104 is removed from the lens capsule 102 using, for
example, phacoemulsification and/or a femtosecond laser
through a small incision in the periphery of the patient’s
cornea 112. An AIOL 114 shaped and sized as further
described below is inserted through a small incision on the
anterior capsule portion 116 (i.e., central capsulotomy, FIG.
2A) or periphery of the patient’s cornea 112 (i.e., peripheral
capsulotomy, FIG. 2B) into the lens capsule 102. Note that
the lens capsule is less able to directly exert force on the lens
to mold the lens if a large aperture is opened along the
anterior surface of the lens. The surgeon then ensures that
the AIOL 114 is deployed and placed correctly and that there
are no tears in the capsule 102. Referring to FIG. 2C, in
various embodiments of the present invention, the AIOL 114
includes an outer IOL shell and a medium in the space
enclosed therewithin; in some embodiments, the AIOL 114
further includes an internal optic to increase the accommo-
dation and generate an appropriate focusing power; see, e.g.,
U.S. Ser. No. 13/350,612, filed on Jan. 13, 2012, and Ser.
No. 13/896,539, filed on May, 17, 2013; the entire disclo-
sures of both of these applications are hereby incorporated
by reference. The accommodation of the AIOL 114 can be
effectively altered by varying the shape of the outer IOL
shell, the volume and refractive index of the filling medium,
and/or the shape and refractive index of the internal optic.
For example, adjusting the amount of liquid medium con-
tained in the AIOL 114 may change the shape and/or optical
properties (such as optical power) of the lens; and changing
refractive properties (e.g., the refractive index) of the fluid
inside the lens may change the refractive power of the lens.
In some embodiments, the liquid medium is a liquid, gel,
gas, or a curable polymer that can be cured after implanta-
tion of the liquid filled lens. Because the liquid medium may
be introduced into the AIOL 114 via, for example, a refill
valve, the volume and material constituting the medium may
be adjusted either during the initial AIOL implantation or at
a later time.

Referring to FIG. 3, the AIOL 114 may provide a range of
focal lengths. For example, the AIOL 114 may focus at
infinity (or a far point) when it is completely unaccommo-
dated (thereby providing emmetropic vision) and may focus
on a near point (e.g., between 0.5 to 0.1 meter away, such as
approximately 0.33 meter away) during maximum accom-
modation (e.g., approximately 3 diopters of accommoda-
tion). In one embodiment, the AIOL 114 is implanted to
provide slightly hyperopic vision such that both the far and
near focal points can be realized by accommodation of the
lens (and adjustments of the geometry and/or optical prop-
erties of the AIOL 114 such that the performance thereof is
sufficiently close to the ideal, desired performance). This is
known as a slightly hyperopic correction. In this correction
regime, the difference between the actual and ideal vision at
long distances may be kept sufficiently small to avoid
clinically significant vision problems. In particular, if the
difference is small enough, correction will be tolerated well
by the patient. Therefore, in contrast to monofocal 10Ls
where the focal length is made to be somewhat short (i.e.,
myopic), for the focus-changing AIOL 114, a slightly hyper-
opic design may allow the lens to be adjusted through the
full range of focal lengths needed for normal vision, includ-
ing focal lengths for long distance vision as well as short
distance vision.
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In various embodiments, the geometric and optical prop-
erties of the AIOL 114 are determined and/or adjusted based
on the natural geometry of the patient’s eye, which is
measured prior to or during the AIOL implantation. For
example, the axial eye length and power of the cornea may
be measured to aid in calculating the ideal base power of the
AIOL 114 and/or determining any shape changes needed to
correct for higher-order aberration errors, such as astigma-
tism. In various embodiments, the base power of the AIOL
is chosen to approximate the base power of an emmetropic
outcome; the focusing power of the AIOL is then given by
adding the expected accommodative amplitude to the emme-
tropic base power. As used herein, the term “base power”
refers to the power of the lens when the ciliary muscles are
relaxed and the lens is pulled to a flattened form by the
zonules and lens capsule; this is the lowest power of the lens
and corresponds to long distance vision. To provide the
AIOL 114 with accommodation (i.e., adjustable focal
lengths), the AIOL 114 may rely on dynamic interactions
with the natural anatomy of the eye tissue (e.g., lens capsule
102, ciliary muscles 110 and zonules (not shown)). For
example, the tension that the lens capsule 102 applies to the
AIOL 114 due to relaxation of the ciliary muscles 110 may
change the geometry (and therefore the focusing power) of
the AIOL 114. Additionally, the amount of ciliary muscle
contraction and the effects thereof on the surrounding ocular
geometry may change the position and shape (and thereby
the geometric and optical performance) of the AIOL 114,
which may, in turn, change the base power and/or affect the
expected and actual accommodation levels of the AIOLs
114. As a result, in some embodiments, additional patient-
specific geometric parameters of the eye (e.g., the size,
diameter, thickness, or curvature of the lens capsule 102, the
size and/or the volume of the nature lens 104, the diameter
of the ciliary muscles in the contracted and non-contracted
states, the motion of the ciliary muscles, the depth of the
anterior chamber, the shape and thickness of the cornea,
corneal keratometry, corneal aberration, the geometry of the
eye, such as length and strength, of the zonules, and/or the
expected position of the AIOL 114 relative to the eye) are
measured and considered when designing or choosing the
geometry of the AIOL 114 to provide a desired accommo-
dation level and focusing power. In this way, the AIOL 114
may provide adjustable focal distances in a manner similar
to the natural human lens—i.e., relying on interactions with
the natural anatomy of the eye tissue.

In various embodiments, the AIOL 114 is sized and
shaped to conform to the geometry of the eye (e.g., fitting
within the lens capsule 102); this ensures the patient’s
comfort after the AIOL implantation. Additionally, because
geometric conformity may affect the accommodation level
that the AIOL 114 undergoes, the measured geometric data
of the natural lens, and other patient-specific data (both
measured and estimated, as described below) may be used to
optimize the lens so that it will focus through as much
distance as possible given the patient’s inherent accommo-
dation capacity. As a result, in one implementation, the base
power is calculated in a conventional fashion based on the
correction needed for far-field vision, and the predicted
accommodation capacities of the patient are used to opti-
mize the AIOL 114. Alternatively, the base power may be
determined based on the expected power of the AIOL in the
accommodated state minus the expected accommodation
power of the AIOL. Thus, if the AIOL 114 is molded in the
accommodated form, prediction of the accommodation
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power of the AIOL may be necessary to determine the base
power of the AIOL, thereby achieving good distance vision
after implantation.

Any conventional techniques and measuring systems may
be used alone or in combination to measure the natural and
implanted lens geometry—i.e., to establish parameters that
may be directly measured. These techniques include, but are
not limited to, a keratometer, a wavefront aberrometer, an
IOL Master, a corneal topographer, ultrasound imaging (e.g.,
ultrasound biomicroscopy (UBM)), optical coherence
tomography (OCT), a Scheimpflug camera, magnetic reso-
nance imaging (MRI), computed tomography (CT), an intra-
operative aberrometer, or a custom tool inserted into the eye
during surgery. For example, the ultrasound imaging or OCT
may measure the axial eye length; corneal topography, a
keratometer, an autorefractor, or an IOL master may mea-
sure the power of the cornea. Particular techniques may not
be suitable in all circumstances. For example, ultrasound
imaging or OCT may be used to measure lens thickness
reliably, but measuring lens diameter accurately with these
techniques may be challenging, as the lens is visually
blocked by the iris, and an ultrasound measurement from
side to side of the lens is difficult to take. The lens diameter,
however, may be acquired based on the lens thickness,
which is measurable, and the known relationship between
the lens thickness and diameter.

The geometry of the human eye, like the rest of the body,
varies naturally among people; these anatomic variations
may result from, for example, characteristics such as eth-
nicity, genetic, or environmental factors. Additionally, it is
well known that the human eye changes geometric and
optical properties throughout life (e.g., due to aging). For
example, the human eye grows substantially after birth, and
thereafter throughout life; this causes changes in the position
as well as the size of the lens. Further, medications and
certain lifestyle choices can influence the eye’s responsive-
ness and ability to focus; for example, steroid (e.g., pred-
nisone) and chemotherapy agent medications can negatively
affect the eye’s accommodative capacities, as can excessive
attention to electronic displays (e.g., television, videogames,
computer screens, etc.). These factors, although relevant on
a population-statistical level and not a patient-specific level,
nonetheless can contribute to an accurate estimate of the
patient’s accommodative capabilities. Accordingly, in one
embodiment, patient-specific anatomic parameters are esti-
mated based on statistical data relating to characteristics
(including lifestyle choices and medications) of the patient
prior to designing or implanting the AIOL 104. This indirect
data may then be used in conjunction with the directly
measurable quantities as described above to derive the
properties of the AIOL 104 that optimize focal range.

Statistically useful patient characteristics may include
demographic characteristics (such as age, sex, educational
background, origin, or ethnicity), behavioral characteristics
(such as number of daily hours spent watching electronic
displays), the patient’s medical history, and other character-
istics that may affect the geometric and optical properties of
the human eye. For example, contraction of the ciliary
muscles is known to relate to the patient’s accommodative
amplitude; larger ciliary muscles may cause a larger accom-
modation response. See, e.g., Burd et al., “Numerical mod-
eling of the accommodating lens,” Vision Res, vol. 42, pp.
2235-251, August 2002 (the entire disclosure of which is
hereby incorporated by reference). As a result, the expected
accommodation may be determined by measuring the total
motion of the ciliary muscles. In one embodiment, a patient
with a smaller range of muscle motion is considered to have
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a smaller accommodative amplitude than a patient with a
larger ciliary muscle motion. Pupillary constriction can be
used as an indirect indicator of ciliary motion, as the pupil
has parasympathetic innervation. Therefore, a large pupil-
lary constriction may indirectly indicate an adequate ciliary
muscle motion in the absence of other findings. Additionally,
the mass of the ciliary muscles and the total contractile force
of the ciliary muscles may deteriorate with a patient’s age;
this results in a decrease in the accommodative amplitude
due to aging. Likewise, the zonules may become weaker
with the age, thereby becoming less capable of transmitting
the accommodative amplitude to the implanted intraocular
lens.

Accordingly, the statistical model may include any mod-
els and analyses that relate patient characteristics to the
geometric and optical properties of the eye. For example, the
statistical models may predict that the eye’s accommodative
amplitude positively correlates with the range of motion of
the patient’s ciliary muscles, which may be detected directly
and measured; the size of the natural lens; and/or the ratio of
the pupil size in a constricted state to a dilated state. The
eye’s accommodative amplitude negatively correlates with
the patient’s age and/or daily time spent watching electronic
displays. Additionally, statistics may correlate steroid treat-
ments with a reduction in accommodative amplitude. In
some embodiments, a statistical model may be used to
empirically predict the probability of a patient’s eye having
certain geometric and optical properties at a certain age
and/or the probability of having geometric variances in
certain years. Relevant statistical data are readily available
and a suitable statistical model may be created without
undue experimentation. For example, different statistical
factors may be weighted differently based on the strength of
a particular factor in influencing accommodative capacity
and/or patient characteristics. For example, for a patient
more than sixty-five years old, tissue changes due to aging
may be given the most weight in the statistical model,
whereas the same factor may be de-emphasized for young
patients. Statistics for factors such as steroid medication
may already be based on dosage, providing an implicit
weighting. By combining direct measurements with these
indirect parameters, the accommodation power of a patient’s
eye may be estimated more accurately, thereby allowing the
geometry of the AIOL 114 to be optimized for the patient’s
needs.

In certain embodiments, the directly measured and/or
indirectly obtained ocular properties are used in conjunction
with a mathematical lens model to predict lens power,
accommodative amplitudes, base power, and/or optical aber-
rations when the AIOL 114 is implanted in the patient’s eye.
The optical properties of the AIOLs 114 of different shapes
and sizes may then be simulated in the patient using this
mathematical lens model. The AIOL 114 with the best
simulated optical performance may be chosen from a set of
discrete lenses. In some embodiments, the mathematical lens
model is utilized to adjust the AIOL geometry to optimally
interact with the patient’s ocular tissue. The mathematical
modeling may be established based on, for example, a
regression analysis of the anatomic data that is obtained
using any of the measuring techniques or systems described
above, lens data, and/or patient-specific data as described
above. In a simplest example, the cornea and AIOL 114 are
simulated as compound lenses; the focusing power thereof'is
then given as:
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Power = _
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where

1
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is the measured power of the cornea, f,,; is the focal length
of the AIOL 114 (i.e., the distance between the center of the
AIOL 114 and the retina 106), and d is the distance between
the centers of the cornea and the AIOL 114. Additionally, by
comparing the diameters and/or lengths of the ciliary
muscles in the contracted and non-contracted states, the
tension that causes the AIOL 114 to bulge outward may be
estimated. Based on the material properties of the AIOL 114,
the change in the radius of curvature may then be estimated.
As a result, the accommodation of the AIOL 114 may be
approximated as:

Riens — imedia
Accom = ———
Rmedia

1 1

AR A_Rz]’

where n,,.;, and n,, are the refractive indices of the
surrounding medium and AIOL, respectively, and AR, and
AR, are changes of the curvatures of the anterior lens surface
and posterior lens surface of the AIOL, respectively. Alter-
natively, lens performance may be simulated using finite
element, ray tracing, or other modeling techniques. Refer-
ring to FIG. 4, a mathematical model with finite element
analysis may be used to predict lens performance. For
long-distance vision, the lens capsule needs to pull the
anterior and posterior surfaces of the AIOL tightly. If the
AIOL is too small for the lens capsule (e.g., containing too
little fluid), the anterior and posterior surfaces of the lens
may remain in the accommodated state and cannot be
effectively extended into a flattened form. Likewise, if the
lens is too big (e.g., containing too much fluid), the lens
capsule may not be able to shape the AIOL into the flattened
state. As a result, even when the ciliary muscles relax, the
AIOL may retain its accommodated state.

The mathematical lens model may include geometric
properties of the lens for predicting the optical performance
thereof. An AIOL that has the same or slightly larger
thickness (e.g., less than two times thicker) and a smaller
radius of curvature compared with that of the natural lens in
the emmetropic position may have a larger accommodative
power compared to a smaller sized AIOL. This is because
the steeper anterior curvature is more easily deformed to a
flattened shape when the zonules exert tension on the lens.
This steepened shape needs to be thick enough for the
natural lens capsule to effectively compress the anterior and
posterior portions of the lens. Therefore, if the AIOL is too
small, the zonules may not be able to transmit force to the
lens capsule and cause deformation of the intraocular lens.
Accordingly, the AIOL may remain in an accommodated or
near-accommodated state after implantation. If, however,
the AIOL is two times thicker than the natural lens, the AIOL
is expected to accommodate less due to a geometric inability
of the ciliary muscles and zonules to effectively transmit
force to the intraocular lens and deform it. Similar work has
been performed on the natural human lens, where certain
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researches have indicated that an increase in lens thickness
relates to a repositioning of the lens relative to the other
ocular structures and inefficient accommodation. See, e.g.,
Cook et al., “Aging of the human crystalline lens and
anterior segment,” Vision Res, vol. 34, pp. 2945-54, Novem-
ber 1994 (the entire disclosure of which is hereby incorpo-
rated by reference).

Further, the mathematical lens model may determine the
optical power and accommodative amplitude based on the
dimensions of the lens relative to the surrounding lens
capsule. This may be critical for an intraocular lens that
mimics the natural lens, or fills out the lens capsule. A closer
and more conformal fit to the natural lens capsule size allows
the ciliary muscles to transmit forces more effectively to the
capsule and lens. For example, a geometric theory of pres-
byopia holds that a loss of accommodative amplitude with
age results from the growth of the lens with age. As the lens
becomes larger, the geometric position of the lens prevents
the ciliary muscles and zonules from effectively transmitting
forces to change the lens shape. In a similar manner, an
AIOL lens that mimics the natural anatomy of the eye is
sized appropriately to harness the accommodative amplitude
of the ciliary muscles. A too-large AIOL lens may not be
compatible with the natural focusing mechanism of the eye.

In various embodiments, the optical properties of the
AIOLs 114 of different shapes and sizes are simulated in the
patient using a mathematical lens model. The AIOL 114 with
the best simulated optical performance (i.e., producing the
best match to the desired focusing power and accommoda-
tion power) may then be chosen from a set of discrete lenses.
To optimize the match between the real optical performance
of the AIOL 114 and the desired ideal performance, the
geometry of the AIOL 114 and/or the volume and/or refrac-
tive properties of the filling medium may also be adjusted.
In one implementation, this adjustment is first simulated
using the mathematical lens model. In some embodiments,
the patient-optimized geometry of the AIOL 114 is derived
by inserting the parameters, including the desired focusing
power and accommodation level and the directly measured
and indirectly obtained geometric and optical properties of
the ocular tissue, into the mathematical lens model. Based
on the obtained ideal geometry, the AIOL 114 is then custom
manufactured using any conventional IOl manufacturing
system.

Optical properties, such as focusing power, of the AIOL
114 may be altered after implantation or during the implan-
tation process. In certain embodiments, the AIOL 114 is
implanted and the optical parameters of the lens are tuned
during implantation, e.g., in response to patient feedback or
by viewing a retinal image in real time while making
adjustments of the AIOL 114. For example, the AIOL 114
may be adjusted while the ciliary muscles are relaxed. In
various embodiments, to cause the ciliary muscles to relax
(cycloplegia) during AIOL adjustments, pharmacological
relaxation of the muscles may be performed. Pharmacologi-
cal cycloplegia agents may include muscarinic antagonists,
such as topical tropicamide, atropine, cyclopentolate, homa-
tropine, and scopolamine. Preferably the pharmacologic
agent is short-acting to prevent residual cycloplegia after the
procedure. In one implementation, long-distance vision may
be induced by providing a visual cue to the ipsilateral,
contralateral, or both eyes. Additionally or alternatively, the
patient may be asked to fixate on a target at a certain distance
for inducing long-distance vision. In some embodiments, the
AIOL 114 is adjusted in a follow-up visit after implantation.
Post-implantation optical adjustments may include, for
example, focusing power adjustment, accommodation level
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adjustment, and/or astigmatic and higher order aberrational
adjustment. In one embodiment, the base power of the AIOL
is adjusted by tuning the refractive index of the filling fluid
(FIG. 5).

FIGS. 6A-6E depict the dimensions, as a function of fill
volume, of three exemplary lenses manufactured from dif-
ferent lens molds. The lenses are designed to undergo small
changes in diameter with fill volume—that is, each lens has
a specific and distinct diameter, which remains nearly con-
stant over a range of filling volume. Therefore, it is possible
to choose an intraocular lens with a diameter closely
matched to the patient’s specific geometry such as the
diameter of the natural lens. Because lens thickness
increases with the amount of lens fill, the amount of fill may
be adjusted to optimize accommodation of the lens in the
natural lens capsule. As an example, the lens thickness in the
accommodated state may be chosen to be 25% thicker than
the natural lens. Additionally, the anterior and posterior radii
of curvature of the lens decrease with the fill amount,
thereby yielding a larger focusing power (assuming the
filling liquid has a constant refractive index).

Referring to FIG. 7A, in some embodiments, accommo-
dation of the AIOL depends on the lens pressure (i.e., the
pressure that the filling fluid exerts on the lens wall) that may
increase with the amount of filling fluid. The lens pressure
is relatively low before the AIOL is inflated. During filling,
the lens wall starts to stretch and/or expand; as a result, the
internal pressure of the AIOL increases with the fill amount
(assuming the internal volume of the AIOL is isovolumet-
ric). The higher the pressure, the more difficult it is to mold
the inflated AIOL. The relationship between the lens pres-
sure and a wall tension may be described using Laplace’s
law.

1 1
AP=7(R—1 +R_2)

where Ap is the pressure across the lens wall, R, and R, are
the curvatures of the anterior lens surface and posterior lens
surface of the AWL, respectively, and y is a wall tension. The
wall tension may depend on the design of the AIOL, such as
the thickness and elastic modulus of the wall. Accordingly,
variations in lens pressure may alter the wall tension and the
shape of the which, in turn, changes the accommodation
power.

With reference to FIG. 7B, in some embodiments, the lens
pressure correlates with the accommodation amplitude. For
example, the higher the lens pressure, the more accommo-
dated/stretched the AIOL will be. The exact amount of lens
pressure for accommodating a certain number of diopters
depends on the amount and properties of the filling fluid in
the AIOL. For example, when the lens is filled to a high
level, the lens pressure is high; as a result, a substantial force
is required to mold the AIOL from the accommodated state
to the unaccommodated state. This force may depend on the
movement of the ciliary muscle, the ability of the zonules
and other patient-specific geometric and anatomic param-
eters that affect the interaction between the AIOL and the
lens capsule.

When the lens pressure is so high that the lens capsule is
incapable of shaping the lens, the accommodative amplitude
may decrease. FIG. 7C illustrates how lower filling volumes
may produce high levels of accommodation. Additionally,
when insufficient pressure is available at low filling vol-
umes, there may be no accommodation because the AIOL



US 9,433,497 B2

13

may no longer interact with the surrounding lens capsule.
Thus, in certain embodiments, the lens is matched to patient-
specific parameters by monitoring lens pressure during or
after lens filling. This pressure can then determine the
expected lens performance and optimal filling level.

A representative method 800 for determining the AIOL
geometry and optical power to provide both distance and
near vision correction for a patient in accordance with
embodiments of the current invention is shown in FIG. 8. In
a first step 802, one or more patient-specific geometric
parameters of the ocular tissue are directly measured. In a
second step 804, one or more patient-specific geometric
parameters of the ocular tissue are indirectly obtained/
estimated using statistical data relating to patient character-
istics and/or a statistical model relating the statistical data to
geometric parameters applicable to the patient. In a third
step 806, the accommodative amplitude is estimated/pre-
dicted based on the directly measured and indirectly
obtained and/or estimated patient-specific geometric param-
eters. In a fourth step 808, the geometry and optical power
of the AIOL 114 are determined based on the measured and
estimated patient-specific geometric parameters, the pre-
dicted accommodative amplitude, and a mathematical lens
model. The determined geometry is used to choose an
optimal lens from a set of variously sized lenses (that are
determined by their original molded states) (in a fifth step
810) or to manufacture a customized AIOL (in a sixth step
812); this way, the selected/manufactured lense may be
optimized for a patient’s most probable accommodation
power and have the optical performance (e.g., focusing
power) that can satisfy the patient’s needs (and best match
the natural lens capsule geometry).

In an exemplary design, the AIOL 114 is a fluid-filled lens
(as described, for example, in the *612 and ’539 applica-
tions); the fine adjustment used to match the optical perfor-
mance of the choser/manufactured AIOL to the desired
value is achieved by adjusting the fluid volume and optical
properties (e.g., refractive index) of the filling fluid and/or
the optical properties of the internal optic. Accordingly, in a
seventh step 814, the desired fluid volume and optical
properties of the filling fluid and/or the optical properties of
the internal optic are determined based on patient charac-
teristics, anatomic data that is directly measured and indi-
rectly obtained/estimated, and/or a mathematical lens
model. In a eighth step 816, the AIOL 114 is adjusted based
on the parameters obtained in the sixth step to produce the
desired focusing power and accommodation level for each
patient. In addition, higher-order aberrations may be cor-
rected by adjusting the lens design. In various embodiments,
during or after the implantation, the focusing power and
accommodation of the AIOL 114 may be checked and
adjusted using an intraoperative aberrometer (as described in
the ’612 application, for example), projecting an image on
the retina, or asking the patient for visual feedback (in an
ninth step 818).

For example, suppose that the motion of a 45-year-old
patient’s ciliary muscles is first measured using UBM and
determined to have a l-millimeter change when looking
between near and far distances. The natural lens thickness is
measured using ultrasound imaging and found to be 4
millimeters thick. The anterior chamber depth is 3 millime-
ters. Additionally, the patient has no history of steroid
medication, so no correction of accommodative amplitude is
necessary. Using this data, the approximate lens volume is
estimated to be 140 microliters based on the lens thickness
and patient’s age (alternatively, this may be determined
using MRI). The desired base power for an emmetropic
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outcome is 20 diopters. The predicted accommodative
amplitude is 4.5 diopters computed based on the patient’s
age, expected anterior and posterior curvatures of the lens
chosen relative to the natural lens, no corrections resulting
from steroid use, and a 1 millimeter change in ciliary muscle
diameter in response to accommodative stimulus. A lens
power of 24.5 (i.e., 20+4.5) diopters in the accommodated
state is then chosen for the patient. The natural lens diameter
is estimated from the lens thickness, patient’s age, and
ethnicity as 10 millimeters (this may also be obtained with
MRI). The chosen intraocular lens has a diameter of 9.8
millimeters at a fill level of 123 microliters, which corre-
sponds to 24.5 diopters. Using the chosen lens, a more
accurate estimate of the accommodative amplitude is com-
puted, and the fill level is further adjusted to be 121
microliters. In addition, a mathematical lens model may
simulate the geometric properties of the chosen lens at the
determined fill (i.e., 121 microliters) inside the lens capsule.
For example, the model may demonstrate that the thickness
of'the AIOL at this fill is 4.5 millimeters. Since the expected
anterior chamber depth with the surgical incision in the lens
capsule is 2.8 millimeters, the geometry of the lens is
acceptable.

In another example, a 56-year-old patient having a natural
lens diameter of 9.7 millimeters, lens thickness of 3.9
millimeters is provided with an AIOL having a 4.8 milli-
meter thickness in the accommodated state and a lens
diameter of 7.1 millimeters. The resulting accommodation is
determined to be 4.2 diopters. Likewise, a patient of the
same age having a natural lens thickness of 3.8 millimeters
and a diameter of 8.9 millimeters produces a 6.2 diopter
maximum accommodation. Both patients’ eyes are
implanted with similar capsulotomies; the power of the
AIOL expected to produce 6.2 diopters is 2 diopters stronger
than the AIOL producing 4.2 diopters. In addition, by using
an alternate mold, with a closer match to the diameter of the
natural lens (all other parameters being equal), or preferen-
tially filling the lens to a larger diameter, a higher accom-
modative amplitude is expected from the AIOL in the first
patient. The focusing power may then be adjusted to achieve
emmetropic vision for the first patient.

A system 900 for determining the AIOL geometry and
optical power to provide both distance and near vision
correction for a patient in accordance with embodiments of
the current invention is shown in FIG. 9. The system 900
includes one or more measuring systems 902 for measuring
patient-specific geometric parameters of the eye anatomy.
The measured data is stored in a memory 904 internal or
external to the measuring system(s) 902. In addition, the
system 900 includes a processing device 906 that can access
a database 908 stored in a memory 910 to retrieve statistical
data related to patient characteristics. The memory 910 may
be the same or different from the memory 904 and may be
internal or external to the processing device 906. The
processing device 906 can then estimate patient-specific
geometric parameters based on the statistical data and, in
some embodiments, one or more statistical models. Subse-
quently, the processing device 906 accesses the memory 904
to acquire the measured geometric data, thereby predicting
the accommodative amplitude of the eye based on the
measured geometric parameters stored therein and the
patient-specific geometric parameters previously estimated.
The processing device 906 may then calculate the geometry
and optical power of the AIOL based on the measured and
estimated patient-specific geometric parameters, the pre-
dicted accommodative amplitude, and a mathematical lens
model. Using the obtained geometry and optical power of
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the AIOL, the optimal AIOL may be chosen from a set of
variously sized lenses 912 or custom manufactured using a
conventional IOl manufacturing system 914, and finely
adjusted as described above.

The processing device 906 may be implemented by
computer-executable instructions, such as program modules,
that are executed by a conventional computer. Generally,
program modules include routines, programs, objects, com-
ponents, data structures, etc. that performs particular tasks or
implement particular abstract data types. Those skilled in the
art will appreciate that the invention may be practiced with
various computer system configurations, including multi-
processor systems, microprocessor-based or programmable
consumer electronics, minicomputers, mainframe comput-
ers, and the like. The invention may also be practiced in
distributed computing environments where geometric
parameters are measured by remote measuring devices that
are linked through a communications network. In a distrib-
uted computing environment, program modules may be
located in both local and remote computer-storage media
including memory storage devices.

Any suitable programming language may be used to
implement without undue experimentation the analytical
functions described above. Illustratively, the programming
language used may include assembly language, Ada, APL,
Basic, C, C++, C* COBOL, dBase, Forth, FORTRAN,
Java, Modula-2, Pascal, Prolog, Python, REXX, and/or
JavaScript for example. Further, it is not necessary that a
single type of instruction or programming language be
utilized in conjunction with the operation of the system and
method of the invention. Rather, any number of different
programming languages may be utilized as is necessary or
desirable.

The computing environment may also include other
removable/nonremovable, volatile/nonvolatile computer
storage media. For example, a hard disk drive may read or
write to nonremovable, nonvolatile magnetic media. A mag-
netic disk drive may read from or writes to a removable,
nonvolatile magnetic disk, and an optical disk drive may
read from or write to a removable, nonvolatile optical disk
such as a CD-ROM or other optical media.

The processor that executes commands and instructions
may be a general-purpose processor, but may utilize any of
a wide variety of other technologies including special-
purpose hardware, a microcomputer, mini-computer, main-
frame computer, programmed micro-processor, micro-con-
troller, peripheral integrated circuit element, a CSIC
(Customer Specific Integrated Circuit), ASIC (Application
Specific Integrated Circuit), a logic circuit, a digital signal
processor, a programmable logic device such as an FPGA
(Field Programmable Gate Array), PLD (Programmable
Logic Device), PLA (Programmable Logic Array), RFID
processor, smart chip, or any other device or arrangement of
devices that is capable of implementing the steps of the
processes of the invention.

Certain embodiments of the present invention were
described above. It is, however, expressly noted that the
present invention is not limited to those embodiments, but
rather the intention is that additions and modifications to
what was expressly described herein are also included
within the scope of the invention. Moreover, it is to be
understood that the features of the various embodiments
described herein were not mutually exclusive and can exist
in various combinations and permutations, even if such
combinations or permutations were not made express herein,
without departing from the spirit and scope of the invention.
In fact, variations, modifications, and other implementations
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of what was described herein will occur to those of ordinary
skill in the art without departing from the spirit and the scope
of the invention. As such, the invention is not to be defined
only by the preceding illustrative description.

What is claimed is:

1. A method for customizing geometry and a focusing
power of a fluid-filled intraocular lens comprising a shell to
provide both distance and near vision correction for a
patient, the method comprising:

a. determining a baseline amount of far-field focal cor-

rection for the patient;

b. measuring at least one accommodation-related param-
eter for the patient;

c. estimating at least one accommodation-related param-
eter for the patient based at least in part on statistical
data;

d. predicting an accommodative amplitude based on the
measured and estimated accommodation-related
parameters; and

e. determining the intraocular lens geometry and a fill
volume and an optical property of the filling fluid
contained in the intraocular lens for providing a desired
focusing power and accommodative level based at least
in part on (i) the baseline correction, (ii) the predicted
accommodative amplitude, (iii) a first relationship
between the fill volume of the filling fluid and a lens
pressure exerted by the filling fluid on the shell, and (iv)
a second relationship between the accommodative level
and the lens pressure exerted on the shell.

2. The method of claim 1 wherein the estimated accom-
modation-related parameters comprise at least one of a
demographic characteristic, a behavioral characteristic, or a
medical history.

3. The method of claim 1 wherein the intraocular lens
geometry and power is further determined based on a
mathematical model.

4. The method of claim 1 wherein the at least one
measured accommodation-related parameter is one or more
of corneal topography, corneal keratometry, conical aberra-
tion, axial eye length, anatomic geometry of the natural lens
and or lens capsule including lens or lens capsule volume,
diameter, thickness, or curvature, geometry of ciliary
muscles in a relaxed and contracted position, or the position
of the tens and lens capsule relative to the eye.

5. The method of claim 1 further comprising choosing an
optimal lens from among a plurality of differently sized
lenses based on the determined geometry and power.

6. The method of claim 1 further comprising manufac-
turing an intraocular lens based on the determined geometry.

7. The method of claim 1 further comprising adjusting at
least one of the fill volume or the optical property of the
filling fluid contained in the intraocular lens for maximizing
a working focal range of the lens.

8. The method of claim 1 further comprising the steps of:

a. predicting an accommodated lens power; and

b. selecting a base power of the intraocular lens based at
least in part on the difference between the predicted
accommodated lens power and the predicted accom-
modative amplitude.

9. The method of claim 8 further comprising setting the
base power and the accommodative amplitude to ensure that
the intraocular lens encompasses both distance vision and
near vision.

10. The method of claim 1 further comprising:

estimating (i) a force applied to the intraocular lens by a
lens capsule based on the measured and estimated
accommodation-related parameters, (ii) a pressure
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inside the intraocular lens, and (iii) at least one param-
eter relating to the shell of the intraocular lens; and

predicting the accommodative amplitude based at least in
part on the estimated force, pressure, and the at least
one parameter relating to the shell.

11. The method of claim 10 wherein the accommodative
amplitude is further determined based on a mathematical
model.

12. A system for customizing geometry and a focusing
power of a fluid-filled intraocular lens comprising a shell to
provide both distance and near vision correction for a
patient, the system comprising:

a measuring system for (a) determining a baseline amount
of far-field focal correction for the patient and (b)
measuring at least one accommodation-related param-
eter for the patient;

a memory for storing a database comprising accommo-
dation-related statistical data; and

a processor in operative communication with the measur-
ing system and the memory, the processor being con-
figured to (a) estimate at least one accommodation-
related parameter for the patient based at least in part on
statistical data; (b) predict an accommodative ampli-
tude based on the measured and estimated accommo-
dation-related parameters; and (c) determine the
intraocular lens geometry and a fill volume and an
optical property of the filling fluid contained in the
intraocular lens for providing a desired focusing power
and accommodative level based at least in part on (i)
the baseline correction, (ii) the predicted accommoda-
tive amplitude, (iii) a first relationship between the fill
volume of the filling fluid and a lens pressure exerted
by the filling fluid on the shell, and (iv) a second
relationship between the accommodative level and the
lens pressure exerted on the shell.

13. The system of claim 12 wherein the processor is
further configured to determine the intraocular lens geom-
etry and power based on a mathematical model.

14. The system of claim 12 wherein the measuring system
measures at least one of corneal topography, corneal kera-
tometry, corneal aberration, axial eye length, anatomic
geometry of the natural lens and or lens capsule including
lens or lens capsule volume, diameter, thickness, or curva-
ture, geometry of ciliary muscles in a relaxed and contracted
position, or the position of the lens and lens capsule relative
to the eye.

15. The system of claim 12 wherein the database stores
statistical data on at least one of a demographic character-
istic, a behavioral characteristic or a medical history.
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16. The system of claim 12 wherein the processor is
further configured to choose an optimal lens from among a
plurality of differently sized lenses based on the determined
geometry and power.

17. The system of claim 12 wherein the processor is
further configured to communicate with a manufacturing
system for manufacturing the intraocular lens based on the
determined geometry and power.

18. The system of claim 12 wherein the processor is
further configured to compute an adjustment to at least one
of' the refill volume or the optical property of the filling fluid
contained in the intraocular lens for optimizing distance and
near vision correction.

19. The system of claim 12 wherein the processor is
further configured to:

a. predict an accommodated lens power; and

b. predict a base power of the intraocular lens based at

least in part on the difference between the predicted
accommodated lens power and the predicted accom-
modative amplitude.

20. The system of claim 19 wherein the processor is
further configured to set the base power and the accommo-
dative amplitude to ensure that the intraocular lens encom-
passes both distance vision and near vision.

21. The system of claim 12 wherein the measuring system
comprises at least one of a keratometer, a wavefront aber-
rometer, an [OL, Master, a corneal topographer, ultrasound or
optical coherence tomography, a Scheimpflug camera, a
magnetic resonance imaging device, a computed tomogra-
phy device, or an intraoperative aberrometer.

22. The system of claim 12 wherein the processor is
further configured to;

estimate (1) a force applied to the intraocular lens by a lens

capsule based on the measured and estimated accom-
modation-related parameters, (ii) a pressure inside the
intraocular lens, and (iii) at least one parameter relating
to the shell of the intraocular lens; and

predict the accommodative amplitude based at least in

part on the estimated force, pressure, and the at least
one parameter relating to the shell.

23. The system of claim 12 wherein the processor is
further configured to determine the accommodative ampli-
tude based on a mathematical model.

24. The method of claim 1 wherein the accommodative
level positively correlates with the fill volume of the filling
fluid.
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